Both cases reported here have special features. Patient 1 had no clear psychiatric diagnosis and her poor physical state was secondary to her self-neglect. Though a person of average intelligence, she appeared to know nothing about the welfare state or how to run a home. The length of her illness and her survival on such poor nutrition are extraordinary. The length of the illness in most studies was a few years with 10 the maximum and 1 the minimum1. In patient 1 the self-neglect had begun at least 20 years earlier. This posed ethical considerations as to the course of treatment once she had been initially assessed. She did not seem to be mentally ill, had lived and survived in squalor for many years, refused help and was known to social services who did not feel justified in using the National Assistance Act, section 47 (1948) because of the length of her self-imposed reclusiveness from society. The justification for detaining her under section 24 Mental Health (Scotland) Act 1984, which runs for 72 hours, was the possibility that she might have a mental disorder, that her poor physical state was becoming life-threatening and that her mental state and physical state could not be thoroughly assessed in her home surroundings, made very difficult by the pitch blackness of the place interrupted only by the feeble light of the sole torch available when I and the community psychiatric nurse visited. Once in hospital she was happy to stay and detention was not continued.
Case 2 is unique because it was the puppy that precipitated the syndrome yet the squalor was accepted by a patient with mild dementia without any attempts to deal with it. This seems to be the first reported case in which senile squalor syndrome was due to canine proxy. A cause of concern is the withdrawal of homecare-done without recognition that such behaviour may signal mental illness.
Because people with senile squalor syndrome present to many different services-medicine for the elderly, psychiatry of old-age, general surgery and medicine, social work-it can easily go undetected1. Intervention by health workers raises ethical issues, but many patients do respond to help7'8. About 200 000 dog bites come to medical attention in Britain every yearl. Occasionally a trivial-looking injury that has been ignored develops into catastrophic systemic infection.
CASE HISTORY
A woman aged 31 was admitted to the intensive therapy unit with septicaemia and disseminated intravascular coagulation. She had originally sought medical advice because of severe throbbing pain in both legs that had begun twelve hours earlier and prevented weightbearing. She had also experienced intermittent generalized abdominal pain of colicky nature and mild severity for three days accompanied by nausea and vomiting (no diarrhoea). The patient was a heavy smoker and consumed fourteen units of alcohol a week. On examination she was obtunded, hypotensive (80/45 mm Hg), tachycardic (138 per minute), slightly pyrexial (37.9°C) and mildly dehydrated. She had a generalized purpuric rash over the limbs, face and trunk, and three small puncture wounds with cellulitis were noted on the left forearm ( Figure 1 ). Asked about the wounds she said that five days previously she had been bitten by her healthy pet dog. She had cleaned the wounds at home with soap and water.
Haemoglobin concentration (12.3 g/dL) and white cell count (7.0 x 109/L) were normal but the platelet count was very low (30 x 109/L). Clotting Swabs and wound tissue were sent for microscopy and culture. Microscopy showed Gramnegative rods but cultures did not grow any organism. A multidisciplinary meeting brought up the possibility of infection with Capnocytophaga canimorsus. This was then confirmed by special cultures. The patient improved over the next week and the rash cleared in two weeks. Further debridement and skin grafting of the wound was followed by uneventful healing. She was well when seen a year later. COMMENT First isolated in 1979, C. canimorsus is a thin Gram-negative rod of low virulence that forms a normal part of the canine mouth flora2. In about 80% of reported infections in man the victim has been immunocompromised in some way, usually by splenectomy3, but life-threatening infection can also arise in healthy people. The organism is exceptionally difficult to grow by ordinary culture methods and a reference laboratory is needed for identification4'5. Gramstaining of buffy coat preparations or material from petechial lesions can be used for rapid provisional diagnosis6. C. canimorsus has been isolated from the oral cavity in both dogs (16-24%) and cats (17-1 8%)3,7 but fewer infections have been reported after cat bites. Infection can occur after a scratch as well as a bite. Clinical presentation varies from self-limiting cellulitis to fatal septicaemia. Elderly patients may collapse for no apparent reason5. In most reported cases the manifestations are overwhelming sepsis with fever, petechiae, disseminated intravascular coagulation, hypotension, renal failure, hepatitis, meningitis or pneumonia3'4'8. Mortality is in the region of 25%3. Treatment of the systemic effects is coupled with aggressive antibiotic therapy (including benzylpenicillin3) and early surgical debridement9. In children management should be as aggressive as for immunodeficient patients10.
The possibility of C. canimorsus infection should be kept in mind in any patient with a canine bite or scratch and especially when an immunocompromised patient becomes ill after such an injury. Immunocompromised patients should be made aware of the dangers of dog and cat ownership.
